FEDERAL BUREAU OF PRI SONS
CLI NI CAL PRACTI CE GUI DELI NES FOR PSYCHI ATRI C EVALUATI ONS
March, 2002

PURPOSE

The Federal Bureau of Prisons Clinical Practice Guidelines for
Psychi atric Eval uati ons provi de recomendati ons for
psychiatric assessnent of federal inmates. This guideline
does not address forensic assessnents or other court ordered
eval uati ons.
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DEFI NI T1 ONS

Assessnment is otherw se terned eval uation, and is the process
of evaluating an inmate for the presence of a nental illness
or disorder, utilizing the diagnostic format and categories in
DSM | V- TR and generally includes an interview with the inmate,
behavi oral observations, review of the medical record, review
of the Central File, especially the presentence investigation
report, review of outside records and utilizing information
gathered from staff and other sources. Although psychiatric
assessnment is a dynam c process that in reality occurs over
time, for the purposes of these guidelines inplies the part of
t he eval uation process that takes place in the time franme

i mmedi ately surrounding the psychiatrist’s initial clinical
contact with the i nmate.

Axis: An axis is a domain of information as devel oped and
delineated in the Diagnostic and Statistical Manual of Mental
Di sorders, Fourth Edition, Text Revised (DSM I V-TR), designed
to aid the clinician in planning treatnment and predicting
outconme. The axes are divided into five domains as follows:

Axis I: Al mental disorders except Mental Retardation
and Personality disorders are reported on this axis.

Axis I'l: Diagnoses of Mental Retardation and Personality
Di sorders are reported on this axis. Also personality
traits of sufficient degree to cause distress or sone

i npai rment but not of a severity to neet the full
criteria for a personality disorder are reported on Axis
1.

Axis I'll: This domain is for recording the presence of
general nedical conditions, especially those which may

i npact eval uation, treatnment or prognosis of the inmate’s
mental condition.

Axis I'V: Psychosocial and Environnental problenms that nay

affect the diagnosis, treatment or prognosis of the
inmate’'s nental disorder are recorded on this axis.
| ncarceration is considered an axis |V condition.

Axis V: This axis is for reporting the inmate’'s overal

| evel of functioning. Information is recorded using the
d obal Assessnent of Functioning (GAF) Scale found in
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DSM I V-TR. The GAF rating is generally recorded for the
current |evel of functioning, but can also include
specific time periods, such as “Best in the past year,”
or “At discharge.”

Eval uation: See “Assessnent”

Mental |llnesses is the group of all diagnosable nental

di sorders. The presence of active nental illness inplies that
there is a significant functional disturbance in any of the
following areas: intellectual, enotional, behavioral, social,
rel ati onal, occupational, or educational.

Mental Disorder is a nedical condition that causes a

di sturbance of mood, behavior or thinking, such that there is
significant inmpairnment in functioning, or significant distress
or disability.

Mental Health Treatnment is any intervention for an inmate
suffering froma nmental disorder or illness ained at inproving
the inmate’ s functioning. Treatnment can include nedication,
various forms of therapy and housing in a hospital unit with a
t herapeutic mlieu, anong others.

Psychiatric Consultation is an assessnent that has been
prompted by a physician or other clinician, generally other
than a nmental health professional, because of the possibility
that the inmate being referred is suffering froma nenta

di sorder or illness that is causing significant distress,

di sability or behavioral abnormality. The scope of the
referring question is generally limted and thus a nore
abbrevi ated eval uati on process may be acceptable. On nental
health inpatient units where a psychologist is the primry
clinician, and the nedical condition of the inmate is being
managed conpl etely by non-psychiatric health services staff,
as is occasionally found in some forensic settings, the
psychiatrist may act as a consultant to the psychologist. In
t hose cases, and in the case of providing a second opinion to
anot her nental health professional who has already conpleted a
full evaluation, a psychiatric consultation, as opposed to the
nore conprehensive psychiatric eval uation, nmay be appropriate.

The psychiatric consultation should not be construed to nean
the assessnment of an inmate referred by the health services
unit or psychology staff of a mainline institution for

eval uati on and probabl e ongoi ng psychiatric treatment. In
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cases where an inmate is referred to the chronic care nental
health clinic for assessnent, the psychiatric evaluation
shoul d be conprehensi ve.

Psychiatric Emergency is synonynmous with “nmental health
enmergency,” and includes any situation in which an inmate wth
a probabl e nmental disorder or illness is at inmmnent risk of
harmto self or others, or at immnent risk of serious

di sruption of the therapeutic mlieu that places the inmte at
ri sk of harm by others, or at imm nent risk of serious
destruction of property which would i medi ately endanger the

safety of staff, inmates or others.

| NTRODUCTI ON

The psychiatric evaluation should fulfill the follow ng
pur poses:

1. Establish a psychiatric diagnosis

2. Eval uate and determ ne the extent to which the inmate’'s
probleminterferes with his/her normal functioning and/or
the safe and secure functioning of the institution

3. Serve as a data base upon which a treatnment strategy can
be fornul ated and founded
4, Serve as a form of comrmuni cati on between health care

providers now and in the future

The standardi zation of the general content and docunmentation
of psychiatric evaluations al so serves several purposes:

1. | mproves the quality of health care

2. Provi des a consistent data base for ongoing
eval uation and treatnment of innmates regardl ess of
their novenent between institutions

3. | nproves patient continuity of care

An enphasis on any particular elenment(s) of the assessnent

will vary depending on many factors, including: the reason
for the evaluation, the site of the evaluation, the urgency of
the evaluation, the condition of the inmate, and the tinme
avai l able for the evaluation. The initial evaluation will not
contain all the data eventually gathered on any particul ar
patient, as psychiatric assessnment is a process rather than an
event. Therefore, readers of the nedical record nust assune
that additional relevant information will be contained in
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progress notes and di scharge summaries, not just the initial
eval uati on.

Psychi atric assessnments can be general eval uations, energency
eval uations or clinical consultations (n.b., forensic

eval uations are not covered in this discussion). The general
princi ples of psychiatric assessnment apply to all three of

t hese eval uati ons, however sonme differences are notable.

Initial general psychiatric evaluations focus on establishing
rapport with the inmate, gathering as nuch data as possible to
establish accurate diagnoses, formulation of a treatnent plan,
education of the inmate, ensuring inmte and staff safety and
identifying those problens, both psychiatric and nedical,
needi ng further evaluation. Awareness of cultural, ethnic and
gender specific issues is necessary for optimzing the
interview and treatnment processes of the innmate.

Emer gency psychiatric eval uations generally occur under |ess
t han ideal circumstances and are pronpted by synptons that are
intolerable to the inmate or staff, and/or present a risk of
harmto the inmate or others. The goal of the evaluation is
first and forenost to ensure the safety of inmate and staff.
This generally requires gathering enough data to establish a
wor ki ng di agnosis with special attention to potential nedical
conditions contributing to, or arising from the inmte’s
psychiatric illness. Attention to environnental factors that
may have triggered the enmergency is a necessary part of the
eval uation. Fornulation of short term and | onger term
treatnment plans are an integral part of an emergency
intervention. The imrediate treatnent plan may include the
use of seclusion, restraints or other safety neasures. An
internedi ate treatnment plan may include pursuing involuntary
hospitalization. Long termtreatnment planning may focus on
interventions designed to prevent future psychiatric

ener genci es.

Psychiatric consultations are theoretically shorter, nore

focused eval uations. The referral source will generally ask
specific questions or request interventions in specific areas
of patient care. Inmates referred for psychiatric

consul tation often have nultiple medical and social problens
conplicating their presentations, and psychiatrists are

uni quely qualified to assess and integrate these factors. It
i's incunbent upon the psychiatrist to address and present
these issues in a coherent and cohesive fashion to the
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referral source. Clear and thorough docunentation greatly

i mproves comruni cation with other health care providers and
serves as an excellent source of information and education for
col | eagues.

PROCEDURES

The Eval uation Process

- Indications: Psychiatric evaluations nmay be pronpted by
any the follow ng circunstances:

1. A nmental health energency exists
2. An inmate has a history of nmental illness or disorder, or
a history of self-harm behaviors

3. An inmate is on psychotropic nedications that warrants
revi ew

4. An inmate requests a psychiatric eval uation

5. Referral from psychol ogy or a health care provider

6. A court request

7. An inmate exhibits a change in nmental status or has new
or recurrent onset of other synptons of a possible nental
di sorder

8. An inmate’ s behavi or has becone disruptive to the

institution

- Psychiatric evaluations: |Initial psychiatric evaluations
shoul d generally include the information outlined in Appendi X
1, Standards for Psychiatric Eval uations, and shoul d be
formatted as outlined in Appendix 2, Format for Psychiatric
Eval uati ons.

- Psychiatric consultations: Psychiatric consultations
shoul d generally include the information outlined in Appendi X
3, Standards for Psychiatric Consultations and shoul d be
formatted as outlined in Appendi x 4, Format for Psychiatric
Consul tati ons.

- Emergency consultations: The standards and format for
emergency psychiatric evaluations are essentially identical to
those of a routine psychiatric consultation, however, because
of the urgency of the evaluation certain data nay not be
gathered. Despite the I[imtations of time, the assessnent
must be conprehensive enough to support the working diagnosis
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and treatnment plan.

- Acquiring clinical data: A substantial portion of the data
necessary for fornulating psychiatric diagnoses and treat nent
pl ans comes fromface to face interaction with the inmte.

The interview process includes a conbination of behavi oral
observati ons, open-ended questions, closed-ended questions and
usually a formal nental status exam nation.

Al t hough assessnent relies heavily on the information gathered
during the interview, it also relies on collaborative data,
i ncl udi ng:

1. Revi ew of the nedical record,

2. Information in the central file, including disciplinary
reports and the presentence investigation,

3. The observations of others, and

4, Qut si de nedi cal and psychiatric records.

The relative weight given to any of these other sources of

data will depend upon the presentation of the inmte and the
urgency of the situation. 1In all cases where a nedical record
exi sts, assessnent will include a review of the nmedica

record.

- Evaluation time frames: The time frame for conpleting the

initial evaluation will vary depending on the nature of the
eval uation, the housing status of the inmate as well as other
circunstances. Initial evaluations typically require at | east

60 to 90 m nutes to conpl ete, however, shorter or | onger

eval uati ons nmay be appropriate depending on the conplexity of
the patient. |If there are substantial records to review, this
wll extend the tinme frame required to conplete the

eval uation. For inmates housed on an inpatient nmental health
unit, the initial evaluation is generally conpleted within 24
hours of adm ssion to the unit, or the first working day
foll ow ng adm ssion. For inmtes housed in the general

popul ati on or on outpatient psychiatric units, the time frame
may vary froma few hours to a few weeks, depending on the
urgency of the inmate’s synptonms and behavi or. Enmergency

eval uations are generally conpleted within mnutes to hours of
the referral. For consultations, the psychiatrist wll
address the urgency of the referral question(s) with the
referral source and determ ne an appropriate tinme frame in
which to conplete the eval uation.
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- Followup investigation: Followng the initial interview,
the psychiatrist may determ ne the need for further
eval uati ons that may incl ude:

Further psychiatric interviews

Medi cal or neurol ogi cal eval uations

Radi ol ogi ¢ studi es

Laboratory studies

Psychol ogi cal testing, and/or

Col I aborative interviews with famly or others (follow ng
appropriate procedures for release of information).

SuhwWNE

Docunent ati on

The psychiatric evaluation is docunmented in the inmate’s

medi cal record. For reasons of legibility, a dictated, typed
report is preferred; however, a conplete hand witten
assessnent is also acceptable. The docunented assessnent
becomes an inportant source of information for future

provi ders, psychiatric and non-psychiatric, and therefore the
source of the information in the eval uation should al ways be
noted. Docunentation of the active synptons serves as an

i nportant reference for future episodes of illness, since each
epi sode often follows a sim |l ar course.

At tinmes there nmay be a conplete or near conplete psychiatric
eval uati on already docunented in the nmedical record. Mich of
the data in that report may not have changed. Therefore
repetition of all of the data contained in that evaluation is
not necessary. A summary of relevant data under each heading
and/or a specific referral to the previous evaluation by the
title of the note and the date of the note is sufficient, e.g.
“ALCOHOL HI STORY: No change from I npatient Psychiatric

Eval uation, dated 1/1/99.” The interview should include a
review of the previously docunented information. Any changes
or contradictions can be noted under the appropriate headi ng.

During enmergency evaluations certain clinical data may not be
gat hered due to the urgency to provide treatnment. Rel evant
uncol l ected data should be docunented as such in the nmedical
record, e.g., “ALCOHOL HI STORY: Not gathered at this tine.”

When i nformation exists in docunments other than the BOP
medi cal record, e.g. outside nmedical records or the central
file, it is preferable to sunmarize the information and
i nclude that summary under the appropriate headings in the
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eval uati on.

Due to the very high rate of conmorbidity of nedical and
psychiatric disorders, docunmentation should include rel evant
positive and negative findings. Special enphasis on safety of
the inmate and others is included in the assessment and the
docunentation. Therefore it is not sufficient to observe in
the interview that the inmate deni es any passive or active

t houghts, plan or intent to harmself or others. This

rel evant negative finding nust be thoroughly docunmented in the
record as well. Any positive findings around safety issues
require further exploration and full evaluation and
docunent ati on.

ATTACHMENTS

Appendi x 1 - Standards for Psychiatric Eval uations
Appendi x 2 - Format for Psychiatric Eval uations
Appendi x 3 - Standards for Psychiatric Consultations
Appendi x 4 - Format for Psychiatric Consultations



Appendi x 1

STANDARDS FOR PSYCHI ATRI C EVALUATI ONS
(Label as | NPATI ENT or OUTPATI ENT)

| DENTI FYI NG DATA: This will include: age, sex,
race/ethnicity, country of origin, marital and parenta
status, residence, designation, charges, sentence,
parent institution, source of information, [egal
status-including voluntary vs. involuntary
hospitalization. |If known, add expected rel ease date
and/ or when sentence began.

CHI EF COWPLAINT: This is a succinct statement, often in
guotes, of the inmate’ s perception of the purpose of
the evaluation. |[If the inmate is referred by another
provi der for the evaluation, include the reason for the
referral and the referral source.

HI STORY OF PRESENT | LLNESS: This is a narrative
sunmary of the chief conplaint, its duration,
intensity, efforts at and results of any treatnent,
etc. If present illness is recurring, e.g. a recurrent
maj or depression, past treatnents and outcomes shoul d
be included. This must include discussion of any past
or present thoughts or behaviors related to viol ence

towards self or others. In this discussion include
precipitating factors for such behaviors, |evel of
vi ol ence, use of weapons, outcone of actions. |If there

is no history of violence towards self or others a
statenent regarding that is necessary.

PAST PSYCHI ATRI C HI STORY: Include here any past
psychiatric history not included under HPI. This is
generally a chronol ogi cal summary of all past
illnesses, syndrones and treatnents and treatnent
outconmes. Once again history of any violence towards
self or others, whether or not the inmate was under
psychiatric care, is relevant and necessary.

ALCOHOL HI STORY: This is a brief history of alcohol use
i ncludi ng age of first use, type and anount of use,
attenpts at abstinence, consequences of use - |egal or
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ot herwi se, synptons of abuse, e.g. hangovers,

bl ackouts, w thdrawal synmptons, etc. Include
treatments and their types, court ordered treatnent,
insight into use and date of | ast use.
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Vi .

VI,

VI,

DRUG HI STORY: Sane as Al cohol History. [Include routes
of use for drugs used and | ast use. Include all types
of drugs used, their amounts and patterns of use.

PAST MEDI CAL HI STORY:

Sur geri es:

Hospitalizations:

Head I njuries:

Fractures:

Current Medical Problens:

Current Medications: Include all nedications:
prescribed, psychotropics, over-the-counter, and
t heir doses

Al |l ergi es:

Tobacco:

Caf f ei ne:

Pregnancy History:

Revi ew of Systens:
HEENT
Car di ac:
Pul nonary:
Gastrointestinal:
Urinary:
Menst rual : LMP:
Joi nt/ Skel et al
Ski n:
Neur ol ogi c:

FAM LY HI STORY: This includes nedical, psychiatric, and
crimnal history of blood relatives. |Include
especially any history of hom cides, suicides, or
attenpts at such

SOCI AL HI STORY: This includes the follow ng: Fam |y of
origin, birth order, number and type of siblings,

hi story of any type of abuse, educational history,
enpl oynent history, marital history, mlitary service,
religion, current household, nunmber, sex and ages of
children, their current whereabouts, nature of
relationships with them custodial issues, any soci al
service involvenent, hobbies and |eisure activities,
pl ans after rel ease.
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Xl .

Xl .

CRI M NAL HI STORY: Include current charges and all past
charges and arrests including juvenile history (running
away, shoplifting, truancy, etc). |[If any convictions,

i nclude sentence and tine served, when and where. This
information is generally available in the presentence

i nvestigation report.

MENTAL STATUS EXAM  Documentation of the mental status
exam nati on should follow a systematic format by which
the current presentation of the inmate can be
effectively captured and presented. The nental status
exam general ly includes the follow ng:

- General description of appearance, ability to give
hi story and its judged accuracy
- Mbod and affect
- Psychonotor activity
- Form of speech
- Thought cont ent

Presence or absence of suicidal ideation, plan or
nt ent

Presence or absence of hom cidal ideation, plan or
nt ent

Cognitive function and estinmate of intellect

Level of insight

Motivation for treatnment

DI AGNOSTI C | MPRESSI ON: The di agnoses will follow the
five axis format as defined in DSMIV-TR. \Whenever
possi bl e the diagnosis pertaining to the reason for the
assessnment or which will be the focus of treatnent
should be listed first on its appropriate axis. O her
di agnoses may be listed in descending order according
to focus of treatnment. Subtypes and specifiers as
defined in DSM | V- TR shoul d al so be used whenever

possi ble. A narrative summary can suppl enent the

di agnoses as |listed on the five axes.

PLAN: The treatnment plan is ordinarily articulated in a
narrative format and includes specifics regarding

medi cati ons, doses, etc. Include a statenment regarding
i nformed consent for treatnment. This will include a

di scussion of the risks and benefits of treatnent,
alternatives to the proposed treatnent, any questions
the i nmate asked regarding the treatnent and your
answers, the inmate’s | evel of understandi ng regarding
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the treatnment and his/her |evel of conpetence to give

i nformed consent. Also include a statenent regarding
having the inmate sign the informed consent form

| ncl ude plans for further psychiatric, psychol ogical or
medi cal eval uations. Consideration of the need for
acquisition of outside records and inmate’s signed
consent for records can be included here.

I nterventions directed at issues of inmte and staff
safety will be delineated here.

For outpatients include the next appointnment date,
e.g., “The patient will be seen in four weeks and may
return sooner should he/she experience worseni ng of
synptonms or significant side effects.”

For inpatients include a description of reason or
reasons for adm ssion to this nore restrictive setting
with enmphasis on synptons neeting criteria for

i npati ent adm ssion. Include the format for the work-
up (i.e. all laboratory tests, psychol ogi cal studies,
medi cal exam nations) and specific treatnents including
i ndi vi dual, group, occupational, activity therapies,
etc. When possible include a prognosis and esti mated

| engt h of stay.
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VI .

VI,

VI,

I X.

Xl .

X,

X,

FORMAT FOR PSYCHI ATRI C EVALUATI ONS

| DENTI FYI NG DATA

CHI EF COWPLAI NT

HI STORY OF PRESENT | LLNESS
PAST PSYCHI ATRI C HI STORY
ALCOHOL HI STORY

DRUG HI STORY

PAST MEDI CAL HI STORY
FAM LY HI STORY

SOCI AL HI STORY

CRI M NAL HI STORY

MENTAL STATUS EXAM

DI AGNOSTI C | MPRESSI ON

- AXis I:

- Ax!s [1:

- Axis I11:

- Axis |V;
- Axis V:

PLAN
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Appendi x 3
STANDARDS FOR PSYCHI ATRI C CONSULTATI ONS

The standards for consultation are an abbreviated version of
the standards for the Psychiatric Evaluation in Appendix 1.
Exceptions are noted bel ow

l. | DENTI FYI NG DATA
No change

1. CHI EF COVPLAI NT
No change except enphasis on referral question

L1 HIl STORY OF PRESENT | LLNESS

No change
| V. ALCOHOL HI STORY
No change
V. DRUG HI STORY
No change
VI . PAST MEDI CAL HI STORY

El i m nate Surgeries, Hospitalizations, Head
I njuries, Fractures, and Review of Systens, except
as relevant to current presentation

VI, FAM LY HI STORY
No change
VI, SOCI AL HI STORY

Usual | y an abbrevi ated version of that contained in
the Psychiatric Eval uati on enphasi zi ng those areas
of the social history relevant to the current
presentation

| X. MENTAL STATUS EXAM
No change

X. DI AGNOSTI C | MPRESSI ON
No change

Xl . PLAN
This will be essentially unchanged fromthe
standards in the Psychiatric Evaluation but wll
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pl ace enphasis on addressi ng and maki ng
reconmendati ons regarding the referral
gquestion/ questions. This may include further
studi es, evaluations, or specific treatnents,

i ncl udi ng nmedi cation, hospitalization or other
treat ments.
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VI .

VIT.

VI,

I X.

Xl .

FORMAT FOR PSYCHI ATRI C CONSULTATI ONS

| DENTI FYI NG DATA

CHI EF COVPLAI NT

Hl STORY OF PRESENT | LLNESS
ALCOHOL HI STORY

DRUG HI STORY

PAST MEDI CAL HI STORY

FAM LY HI STORY

SOClI AL HI STORY

MENTAL STATUS EXAM

DI AGNOSTI C | MPRESSI ON

PLAN
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